Background
Results
Regular alcohol consumption was lower in migrant and urban groups than in rural groups (pooled RR and 95%CI: 0.47 (0.31-0.68); 0.58, (0.46-0.72), respectively). Occupational physical activity was lower (0.86 (0.72-0.98); 0.76 (0.65-0.85)) while active travel and recreational physical activity were higher (pooled RRs for urban groups; 1.05 (1.00-1.09), 2.36 (1.95-2.83), respectively; for migrant groups: 1.07 (1.0 -1.12), 1.71 (1.11-2.53), respectively). Overweight, raised waist circumference and diagnosed diabetes were higher in urban groups (1.19 (1.04-1.35), 1.24 (1.07-1.42), 1.69 (1.15-2.47), respectively). Exceptions to these trends exist: obesity indicators were higher in rural Russia; active travel was lower in urban groups in Ghana and India; and in South Africa, urban groups had the highest alcohol consumption.
Introduction
Non-communicable diseases (NCDs) are the leading cause of global disease burden, [1, 2] with 80% of NCD mortality occurring in low-and middle-income countries (LMICs). [3] In some regions, particularly Sub-Saharan Africa, as the burden of NCD grows, resources for treatment may not meet population needs. This is recognised as a priority issue with a political declaration signed by all the UN Member States in 2011, committing them to the prevention and control of NCDs. [4] On this basis, the WHO developed a global target to reduce mortality from cardiovascular disease, cancer, diabetes and chronic respiratory diseases by 25% before 2025 (known as the 25x25 target). [5] The rising prevalence of NCDs is taking place in the context of a rapidly urbanising population. The world's urban population has been growing at an average of 2.6% a year and is expected to increase to 6.3 billion people, 70% of the total population by 2050. [6] The majority of this growth will be concentrated in LMICs: Asia is projected an urban population increase of 1.4 billion, Africa 0.9 billion, and Latin America and the Caribbean 0.2 billion. [6] One of the key drivers of this trend is internal rural-urban migration, predominantly undertaken for economic reasons. For example, in China 200 million rural-urban migrants are anticipated between 2010 and 2020. [7] Rural and urban living can determine health through a range of environmental, social and cultural factors. Both an 'urban penalty' suggested by nineteenth century research on infectious diseases (likely mediated through higher population density), and an 'urban advantage', suggested by 20 th century research into infant and child mortality and nutritional status (likely mediated by superior access to health services) have been proposed. [8] In addition, the "healthy migrant hypothesis" suggests that although migrants may face some disadvantages in their new living environment, they are likely to be a 'selected' population with good health pre-migration. [9] With respect to NCDs, there is concern that urbanisation and rural-urban migration may increase population exposure to risk-factors. This may be due to several factors including differential exposure to motorised travel and pollution, occupational physical activity, marketing and access to tobacco, alcohol and processed food products. [10] [11] [12] [13] [14] [15] A recent systematic review of existing studies on NCD risk in rural, migrant and urban populations, found a gradient for most of the commonly reported NCD risk-factors with higher risk in migrants in comparison with rural dwellers, and lower risk in migrants in comparison with urban dwellers. [16] However, studies included in the review had important limitations, including small sample sizes, highly selected populations (e.g.: migrants to a single city, from a single ethnic group or within a particular occupational group, e.g.: factory workers), an absence of data on behavioural risk-factors and lack of adjustment for other factors (for example age, income, education and marital status). In addition, the review omitted examination of lifestyle factors including smoking, despite this having one of the largest population-attributable risks for NCDs. [17, 18] There continues to be a dearth of nationally representative data on NCD risk-factors in LMICs, and limited opportunities to conduct cross-national studies to inform global health policy. This is an important knowledge gap given the 25x25 target. The aim of this study is to compare the prevalence of NCD risk-factors in urban, rural and rural-urban migrant groups in six middle income countries using nationally representative, cross-national data.
Methods

Participants and data
Study participants were adults over 18 years old within the WHO Study on global AGEing and adult health (SAGE), surveyed between 2007 and 2010 (Wave 1) in China, Ghana, India, Mexico, Russia and South Africa.
SAGE uses a clustered household sampling strategy designed to generate nationally representative cohorts. Although the primary purpose of the SAGE survey was to explore the health of aging populations, and as such more data is collected for individuals over 50 years than for adults aged 18-49 years, weighting adjusts the analyses to give nationally representative estimates based on the age-sex population structure. One household questionnaire was completed for each selected household in face-to-face interviews and individual questionnaires were collected from one randomly selected individual aged 18-49 years and all individuals aged over 50 years, including by proxy where an individual was unable to complete the questionnaire. Individual response rates are as follows: 53% Mexico, 68% India, 75% South Africa, 81% in Ghana, 83% Russia and 93% in China. Further details of SAGE have been published elsewhere. [19] A physical examination was used to collect height, weight, waist circumference and blood pressure.
Participant's place of residence was classified as urban or rural on the basis of country specific definitions [ Table 1 ]. Participants were considered "urban" if they were a current resident of an urban area and had lived there all their life, or reported living only in other urban areas previously; participants were considered "rural" if they were a current resident of a rural area and had lived there all their life, or reported living only in other rural areas previously; participants were considered "migrant" if they were a current resident of an urban area and if they reported that either their previous place of residence was rural, or that they had lived most of their adulthood or childhood in a rural area. Urban to rural migrants were excluded from this study as there were too few to make an independent category for analysis and the population group is small and unlikely to grow, so they are not currently a significant concern to health policy-makers. Table 1 .
Country
Definition of urban or rural
China
Defined by administrative district in the national sampling frame.
Ghana
Rural area is defined as consisting of <5000 inhabitants.
Ethics Committee Approval
The study is based on a secondary data set with no identifiable information on the survey participants. This dataset is available in the public domain for research use and hence no formal approval from the institutional review board is required. 
Outcome Measures
Outcome measures were categorised as binary variables and included the following behavioural and clinical risk-factors: 1. ever and current tobacco smoking, 2. regular alcohol consumption (at least weekly) 3. recommended fruit and vegetable consumption (5+ portions/day), 4. recommended physical activity levels (75 minutes of vigorous or 150 minutes of moderate exercise/week) through either work, leisure or active travel 5. overweight (BMI 25 kg/m2), obesity (BMI 30 kg/m2), raised waist circumference (80cm for women, 94cm for men), 6 . hypertension (systolic blood pressure 140 mmHg, diastolic 90 mmHg or on blood pressure medication) and 7. doctor-diagnosed diabetes. Outcome measures 1-4 and 7 were based on self-report. Outcome measures 5 and 6 were based on physical direct measurement.
Statistical Analysis
Odds ratios and 95% confidence intervals (CI) were calculated for each risk-factor using logistic regression adjusted for survey design. We calculated age and sex adjusted odds ratios and fully adjusted odds ratios with the rural category as the reference group. Fully adjusted models included income quintile, categorised on the basis of the country specific distribution of income, marital status (currently married or not) and education (primary school or less, secondary school, higher education). Odds ratios were converted into risk ratios (RR), to aid interpretation, as described in Zhang 1998. [20] Analyses were run for individual countries and then data were pooled. Pooled analyses were conducted by normalising the country specific weights across the dataset and including country fixed-effects in the model. Statistical analysis was carried out using STATA 12.1.
Results
Participant Characteristics
39,436 participants were included in the study, with the largest number coming from China (14,261) followed by India (10,725), Ghana (4,579), Russia (3,973), South Africa (3, 350) and Mexico (2,548). The mean age of participants was 52.9 years, ranging from 50.0 years in India to 62.9 years in Mexico. 43.8% of the total sample were men, ranging from 35.6% in Russia to 53.0% in Ghana [ Table 2 ].
51.1% of our study sample were rural dwellers, 39.6% were urban and 9.3% were ruralurban migrants. Within the individual countries, South Africa had the largest percentage of urban dwellers (62.2%), followed by Mexico (61.2%) and Russia (57.8%), while India had the Comparisons between migrant, urban and rural groups
Smoking. In the age and sex adjusted model the six country pooled analyses showed lower current and ever smoking prevalence in urban and migrant groups compared with the rural group although this only achieved statistical significance in the urban group (RR 0.82 (0.70-0.93) for current smoking; RR 0.83 (0.73-0.94) for ever smoking). These differences attenuated in fully adjusted models such that current and ever smoking rates were similar in rural, urban and migrant groups.
Current smoking was lower in urban and migrant groups than in rural groups in China, Ghana and India. This contrasts with Mexico where there was significantly higher current and ever smoking rates in urban and migrant groups compared with the rural group. In South Africa the migrant group had a lower current and ever smoking rate (RR 0.41 (0.15-1.05) current smoking; RR 0.39 (0.15-0.89) ever smoking) but the urban group had similar rates to the rural group [S1 Fig; Table 3 ].
Diet. The proportion of participants consuming 5 portions of fruit and vegetables per day was similar in migrant and rural groups in the pooled analyses. The urban group were more likely to consume daily recommended levels of fruit and vegetables, although this finding was only significant in the age and sex adjusted models (1.21 (1.06-1.36)). In the country level findings, fruit and vegetable consumption was higher in urban than in rural groups in India and Russia (age and sex adjusted RRs (1.75 (1.23-2.42); 2.77 (1.60-4.26); respectively). In contrast, the proportion of participants consuming 5 or more portions of fruit or vegetables was significantly higher in the migrant group (2.25 (1.04-3.24)) but not urban group, compared with the rural group in South Africa.
Regular alcohol consumption was significantly lower in the urban and migrant groups compared with the rural group in the pooled analyses (fully adjusted models (0.47 (0.31-0.68) and 0.58 (0.46-0.72) respectively). This pattern was seen in China and Ghana but not in the other countries. However in South Africa, urban participants were significantly more likely to consume alcohol regularly than the rural participants in the fully adjusted model (RR: 2.47 (1.05-5.09)) [S2 Fig; Table 4 ].
Physical Activity. Occupational physical activity was significantly lower in migrant and urban populations in the pooled analysis across the six countries (0.86 (0.72-0.98); 0.76 (0.65-0.85) respectively in the fully adjusted analysis). This pattern was evident across countries for urban groups, with statistically significant findings in China, Ghana, India and Russia. However, migrant populations in India and South Africa were most likely to be physically Adj% is the percentage when adjusting for survey design (using weights to give a nationally representative sample). # Denominators may not equal total sample size due to missing data for some variables.
doi:10.1371/journal.pone.0122747.t002 Table 3 . Risk ratios for smoking variables in migrant and urban population groups with rural population groups as the reference category. active at work (1.10 (1.01-1.17); 2.01 (1.53-2.28)). Conversely, leisure time physical activity was higher in migrant and urban groups in the pooled analyses (1.71 (1.11-2.53) and 2.36 (1.95-2.83) respectively in the fully adjusted analysis) with significant differences also seen in China, India and Russia. Results for active travel were mixed. Although the pooled analyses suggest that there is increased active travel in urban and migrant populations (1.07 (1.01-1.12); 1.05 (1.00-1.09) respectively in the fully adjusted analysis), which was also demonstrated in individual country analyses in China, Russia and South Africa, urban populations were significantly less likely to travel using active transport in Ghana and India. Migrant groups showed a similar pattern to urban populations in the countries studied [ S3 Fig; Table 5 ].
Obesity. Overweight measured by BMI and raised waist circumference were significantly higher in urban populations compared with rural populations in the pooled analyses (RR 1.19 (1.04-1.35) and RR 1.24 (1.07-1.42) respectively). Indicators of obesity were generally worse in urban and migrant populations and many of these reached significance for urban and migrant populations in Ghana and India. However Russia was an exception, with all indicators showing lower levels of obesity in urban and migrant populations compared with rural populations, and significantly lower obesity measured using BMI for both migrant and urban populations Table 6 ].
Hypertension and diabetes. There was no obvious association between prevalence of hypertension and urban, rural or migrant status, and pooled analyses showed no significant association when country data were combined. Prevalence of hypertension was significantly lower Table 7 ]. In contrast, diagnosed diabetes showed a very consistent association across all the countries studied with significantly higher prevalence of diagnosed diabetes in migrant and urban groups in the pooled analyses (1.60 (1.04-2.43); 1.69 (1.15-2.47). This association was also significant for urban groups in the country-specific analyses for China, India and South Africa (2. 
Discussion
Principal findings
Migrants and urban dwellers had similar NCD risk profiles although these were not consistently worse than that seen in rural dwellers. Regular alcohol consumption was lower in urban and migrant groups than in rural groups. Occupational physical activity was lower in urban and migrant groups while active travel and recreational physical activity were higher. Overweight, raised waist circumference and diagnosed diabetes were higher in urban groups. There were some important country level exceptions to these trends. Obesity indicators were higher in rural groups in Russia; active travel was lower in urban groups in Ghana and India; occupational physical activity was highest in the migrant group in India and South Africa; and in South Africa, urban groups had the highest alcohol consumption. Urban, migrant and rural patterns of smoking and hypertension prevalence varied between countries.
Previous studies
Our findings on obesity are consistent with those from a recent systematic review which found that obesity was highest in urban and lowest in rural groups, with migrants at an intermediate level. [16] This is likely to be due to a different energy balance in urban dwellers compared with rural dwellers, potentially due to the lower levels of occupational physical activity by urban dwellers identified in our study, perhaps as well as increased calorie intake. The review also found that there was no consistent association between migration and hypertension status. This may be because the studies identified by the systematic review were heterogeneous in design, including country setting. We also found differing results in the country-specific analyses conducted in this study, and no significant result when country data were pooled. Hypertension is a complex condition with many contributing risk factors including environmental (eg: air pollution; stressful living conditions), lifestyle (eg: smoking and obesity rates) and population genetics. Country level differential exposure to these risk factors in urban and rural dwellers may explain the inconsistent association between migration status and hypertension. Studies carried out in India have reported lower prevalence of diabetes in rural areas, [21, 22] and that physical activity [13, 22] and active travel [23] are higher in rural dwellers than migrant or urban groups. These findings are consistent with our India-specific results, although the results for active travel in other countries differ. Studies of smoking and urbanisation have shown conflicting results which may reflect heterogeneity in sampling. For example, while some studies suggest that migrant and urban groups are less likely to smoke than rural groups in India and China [22, 24, 25] other studies report the opposite. [13, 26, 27] There are mixed results from studies of smoking behaviour in other countries. [28] [29] [30] [31] The countries studied are at different stages of the tobacco epidemic and may vary in their implementation of effective tobacco control strategies in urban and rural settings [32] . It may be that in some countries, or in some areas, urban dwellers are more likely to be exposed to cigarette advertising, whereas in other areas urban dwellers are more likely to be exposed to health messages highlighting the dangers of smoking. Finally, there is very little evidence on patterning of alcohol or fruit and vegetable consumption by location and migrant status in LMICs.
Strengths and limitations
This study uses nationally representative data from six populous middle-income countries experiencing rapid economic growth, urbanisation and increasing NCD risk. Survey data were collected using consistent tools and measures, including objective measures of anthropometry and blood pressure, allowing robust cross country comparisons. However, the survey was designed to focus on the health of older populations and for this reason there are many more observations of individuals from older age-groups and the sample of individuals aged 18-49 is smaller. In addition, a number of outcome measures were based on self-report and may be subject to biases, including social desirability bias, as well as error. In particular, we noted that Russia had a lower prevalence of frequent drinking than might be expected. A qualitative study has suggested that drinking can be under-reported in Russia where small amounts of alcohol, especially beer, may not be perceived as a drinking event. [33] It may be that there are other cultural differences that alter the way risk-factors are reported.
We were unable to look at dietary measures other than fruit and vegetable consumption and alcohol intake. More detailed information on consumption of other food groups and fat, sugar and salt intakes would provide a clearer picture of the impact of migration on nutrition. Small sample sizes meant that some of our country level estimates lacked precision, particularly in the migrant groups. Pooled estimates were used to address this, however these may mask between country heterogeneity. We used country specific definitions of urban and rural location and this variable was dichotomous. There is a growing literature suggesting that this distinction is overly simplistic, as aspects of urban living develop in rural areas. [13, 34] Finally, we were unable to examine time period of exposure to the urban environment among the migrant group, this means we are unable to assess what differences might exist between recent arrivals to the urban environment and longer-term residents of urban areas. We also did not take account of urban-urban migrants in our analyses (treating these participants as urban dwellers). These intra and inter-urban movements may also be associated with changing exposure to NCD risk-factors [35] however current projections demonstrate that migration from rural to urban areas requires attention as a large shift in population, which potentially has a greater effect on health behaviour, and this is the focus of this paper. A pragmatic approach using welldefined groups may be required to inform health policy.
Policy implications
This study suggests that it is simplistic to assume that urban populations adopt a less healthy lifestyle than rural populations. In fact urban populations were more likely to be physically active in their leisure time and for travel, they were also generally less likely to drink alcohol regularly and in some countries were less likely to smoke. To address non-communicable disease in the whole population, different strategies may be needed in rural and urban areas recognising the differing risk-factor profiles of these groups. Tobacco use in rural areas is particularly interesting. Tobacco products are being heavily promoted in LMICs and the prevalence in rural areas may indicate market penetration is occurring throughout LMICs, as has been documented with processed foods. [36] We have demonstrated that middle income countries are not all facing the same health challenges, for example although rural populations are less likely to be obese in Ghana and India they are more likely to be obese in Russia, and while regular alcohol drinking is generally lower in urban populations, in South Africa urban populations are more likely to drink regularly. These findings indicate that a 'one size fits all' approach to addressing the growing burden of NCDs in middle income countries may not be appropriate. It can be convenient for policymakers to use other countries with a similar level of economic development as a model for their own, but timely health intelligence on the national or sub-national distribution of riskfactors is necessary to inform preventative strategies.
Diagnosed diabetes prevalence is higher in urban groups and this trend is seen across all six countries. It may be that this is due to under-diagnosis in rural areas perhaps due to a factor associated with rurality, such as distance to services, which would suggest increased access to service, perhaps through telemedicine, could reduce inequality. It may also be due to the increased obesity generally seen in urban groups.
Rural-urban migrants had broadly similar risk-factor profiles to the urban group suggesting that exposure to urban environments may promote assimilation of health behaviour regardless of previous life experiences. The combination of cross-sectional design of the SAGE study and that the dataset lacked detailed information about timing of migration means we are not able to determine when transition to urban risk profile occurs in migrants. However previous studies suggest this occurs in the first ten years after migration. [37] Therefore, interventions to promote retention of health behaviours associated with rural life need to be targeted soon after migration occurs.
Conclusion
Migrants and urban dwellers had similar NCD risk-factor profiles which were not consistently worse than those seen in rural dwellers. The variable impact of urbanisation on risk-factor profiles, and marked between country heterogeneity, should be considered in the design and evaluation of strategies to achieve the WHO 25x25 target. 
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